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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to an expert reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The expert 

reviewer is Board Certified in Physical Medicine, has a subspecialty in Pain Medicine and is 

licensed to practice in Texas and Ohio.  He/she has been in active clinical practice for more than 

five years and is currently working at least 24 hours a week in active practice. The expert 

reviewer was selected based on his/her clinical experience, education, background, and expertise 

in the same or similar specialties that evaluate and/or treat the medical condition and disputed 

items/services. He/she is familiar with governing laws and regulations, including the strength of 

evidence hierarchy that applies to Independent Medical Review determinations. 

 

CLINICAL CASE SUMMARY 

The expert reviewer developed the following clinical case summary based on a review of the 

case file, including all medical records: 

 

The injured worker is a 56-year-old female who reported an injury on 11/01/2007.  The 

mechanism of injury was not provided.  Current diagnoses include right cubital tunnel syndrome, 

right anterior elbow pain, status post right carpal tunnel release and ulnar nerve release in 1996, 

myofascial pain, left shoulder impingement syndrome, right shoulder impingement, status post 

left ulnar nerve release and carpal tunnel release, progressive cervical spine pain, chronic 

migraine headaches, myofascial tension and pain, moderate anxiety and depression, opiate pain 

management, and aberrant opiate analgesic behavior.  The injured worker was evaluated on 

05/15/2013.  The current medications include Clonazepam 1 mg.  The injured worker reported 

persistent 9/10 pain with daily migraines.  Physical examination revealed tenderness to palpation 

with taut bands in the cervical spine, trigger points with a twitch response, limited cervical range 

of motion, 2+ spasm over the right levator scapulae with positive twitch response, limited 

shoulder range of motion bilaterally, trigger points and twitch responses in the trapezius muscle 

on the right, limited elbow range of motion bilaterally, diminished grip strength, decreased 

sensation in the bilateral upper extremities and positive Tinel's testing at the medial epicondyle at 

the elbow.  Treatment recommendations at that time included the continuation of current 

medications.  A request for authorization was then submitted on 05/20/2013 for a cervical 

traction device. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 

 

SAUNDERS PNEUMATIC CERVICAL TRACTION DEVICE FOR HOME USE:  Upheld 



 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints Page(s): 173-174.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 13 Knee Complaints 

Page(s): 173.   

 

Decision rationale: The Knee Complaints Chapter ACOEM Practice Guidelines state there is no 

high grade scientific evidence to support the effectiveness or ineffectiveness of passive physical 

modalities, such as traction.  The Official Disability Guidelines recommend home cervical 

patient-controlled traction for patients with radicular symptoms, in conjunction with a home 

exercise program.  Guidelines do not recommend powered traction devices.  Therefore, the 

current request cannot be determined as medically appropriate.  Additionally, there is no 

documentation of this injured worker's active participation in a home exercise program.  Based 

on the clinical information received, the request is not medically necessary and appropriate. 

 

PRESCRIPTION OF CLONAZEPAM 1MG #19:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

BENZODIAZAPINE.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

24.   

 

Decision rationale: The California Chronic Pain Medical Treatment Guidelines state that 

benzodiazepines are not recommended for long-term use because long-term efficacy is unproven, 

and there is a risk of dependence.  Most guidelines limit their use to 4 weeks.  There was no 

documentation of objective functional improvement as a result of the ongoing use of this 

medication.  There was also no frequency listed in the current request.  As the guidelines do not 

recommend the long-term use of this medication, ongoing use cannot be determined as medically 

appropriate.  As such, the request is not medically necessary. 

 

 

 

 


